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1.0 6ÉÓÉÏÎ ÁÎÄ 'ÏÁÌ 3ÔÁÔÅÍÅÎÔ 

Namibia is estimated to be at 94-97-93 as defined by the UNAIDS 95-95-95 treatment cascade, 
one of the first high burden countries to approach epidemic control.  COP22 is about sustaining 
the impact of years of investment and partnership with the Namibian government and other 
stakeholders by employing targeted and innovative approaches to prevent new infections, reduce 
mortality rates, and strengthen the health system to endure the impact of unexpected external 
shocks, while still providing person-centered health services.  

Primary gaps in HIV diagnosis continue to exist among children aged less than 9 years old, and 
males aged 20-34 years.  Prevention measures need to be considered holistically, with particular 
focus on pregnant and breastfeeding women and their babies, and adolescent girls and young 
women, as well as facilitating improved treatment coverage and adherence among men.  At the 
same time, the latest models show a slight increase in deaths among PLHIV, driven by co-
infections with COVID -19 and TB, and key measures in COP22 will introduce and reinforce key 
measures to reduce mortality. 

In COP22 0%0&!2 .ÁÍÉÂÉÁȭÓ ÐÒÏÇÒÁÍ ÁÒÅÁÓ ÆÏÒÍ ÁÎ ÉÎÔÅÇÒÁÔÅÄ ÃÁÓÃÁÄÅ ÁÃÒÏÓÓ ÔÈÅ three 95s, with 
the community, facility, and health system partners successfully providing comprehensive 
services.  Additionally, COP22 demonstrates increased above site focus to improve systems and 
processes for sustaining impact in the long term. In its ÅÎÔÉÒÅÔÙȟ .ÁÍÉÂÉÁȭÓ structural 
sustainability model is expected to continue to increase domestic ownership, financial 
responsibility, and quality of care with successful outcomes.   

Innovative program highligh ts included in COP22 that both address primary gaps in prevention 
and treatment and also focus on improving systems and processes for sustained impact include: 

¶ Address case finding gaps using index testing, self-testing, and recency testing to reach 
priority populations (e.g. men aged 20-29). 

¶ Improve TB case finding through improved screening and facilitating continuous access to 
molecular diagnostics 

¶ Implement the MOHSS Quality Management (QM) Strategy and expand Continuous 
Quality Improvement collaborative initiatives to sustain program gains across the TB/HIV 
cascade.   

¶ Optimize ART regimens and achieve viral load suppression in over 95% of all sub 
populations. 

¶ Develop a more sustainable DREAMS program while expanding to new districts. 

¶ Enhance sexual violence prevention and response, and HIV prevention interventions, 
linking at least 90% of HIV positive children to the comprehensive OVC program. 

¶ Increase PrEP scale-up among all target populations. 

¶ Above site sustaining impact:  
o implement laboratory network optimization and reduce turnaround time  
o facilitate movement to the latest laboratory testing platforms  
o support MOHSS efforts to improve data quality (i.e., timeliness, completeness, 

accuracy) 
o improve access and use of data to support the MOHSS QM strategy 
o automate processes to streamline data entry, processing, and analysis 
o ensure continuous availability of commodities at the facility level 
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o accelerate modernization of the supply chain 
o support ongoing MOHSS restructuring process 
o scale up the Human Resource Information System and use of HRH data 
o strengthen MOHSS capacity to contract to non-government entities 
o support interoperability of all SI systems 

 
The goals of COP22 are evident: 1) reducing mortality among PLHIV, by improving adherence on 

ART, TB case finding and treatment, and COVID-19 vaccination; and 2) preventing new infections 

among children and AGYW through DREAMS, EMTCT and similar initiatives; and 3) increasing 

focus on improving systems and processes for long term sustained impact.   By the end of COP22, 

PEPFAR Namibia will put an additional 14,958 PLHIV on treatment and ensure 191,548 of the total 

expected 217,378 PLHIV on treatment will be virally suppressed, reaffirming that Namibia is on a 

truly successful path to sustained impact. 

άȢΪ %ÐÉÄÅÍÉÃȟ 2ÅÓÐÏÎÓÅȟ ÁÎÄ 0ÒÏÇÒÁÍ #ÏÎÔÅØÔ 

2.1 Summary statistics, disease burden and country profile  
Namibia is a sparsely populated desert country of 2.6 million people (Namibia Statistics Agency 
(NSA), Population Projections 2011-2041) with an area more than twice the size of Germany.  The 
populati on is concentrated in small urban areas scattered throughout the country, particularly in 
the north near the border with Angola (see Figure 2.1.1).  Urbanization continues to increase 
rapidly at a rate of 3.64% (CIA Factbook 2022), and 
urban population was projected to surpass the rural 
population for the first time ever in 2019. 
 
Namibia is an upper-middle income country with a 
gross national income (GNI) per capita of $ 9,190 
(World Bank, 2020), but with starkly unequal income 
distribution.   .ÁÍÉÂÉÁȭÓ 'ini coefficient is 0.59, while 
its Palma Ratio at 5.8, both near the highest in the 
world (UNDP HDR statistical update 2020).  
According to a 2012 assessment of poverty dynamics in 
Namibia, approximately 29% of people in Namibia are 
poor (living on less than 30/day Namibian Dollars 
(NAD) and more than 15% are severely poor (living on 
less than NAD 22/day).  Unemployment is estimated 
at 33.4%, down from 34% two years earlier (NSA Labor 
Force Survey 2018). 
 
The country made great strides in attaining the 
Millennium Development Goals (MDGs) related to 
access to education, gender parity in education, and 
health.  Namibia achieved impressive results in 
immunization and nutrition of children, bringing down under -five deaths from 4,200 per year in 
1990 to less than 3,000 in 2013: child mortality rates were 45.2 deaths per thousand live births in 
2016 (UN Inter-Agency Group for Child Mortality, 2016).  Namibia launched the Sustainable 

Figure 2.1.1 Population Density  
(per km 2) in Namibia  

Figure 2.1.1 Population Density by Constituency  
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Development Goals agenda in 2016, which builds on the MDGs and goes further in addressing the 
root causes of poverty and the universal need for development that works for all people. 

According to the Institute of Health Metrics and Evaluation (IHME), HIV/AIDS remains the 
leading cause of death in Namibia, as shown in Figure 2.1.2.  
 
Fig 2.1.2. Top Causes of Death in Namibia (2019)  

 
Source: IHME, http://www.healthdata.org/namibia  

 
Namibia has been accelerating progress towards HIV epidemic control, and at the end of fiscal 
year (FY) 21, over 97% of the estimated 215,889 PLHIV in Namibia will be on ART.   
New HIV infections have halved since 2004, and life expectancy increased by seven years, from 56 
ÉÎ άΪΪί ÔÏ ΰέ ÉÎ άΪΫγ ɉ7ÏÒÌÄ "ÁÎËɊȢ  4ÈÅ 'ÏÖÅÒÎÍÅÎÔ ÏÆ ÔÈÅ 2ÅÐÕÂÌÉÃ ÏÆ .ÁÍÉÂÉÁȭÓ ɉ'2.Ɋ 
leadership has also resulted in Namibia achieving high HIV treatment and prevention of mother-
to child transmission (PMTCT) coverage levels, and rapidly adopting new international guidelines 
and best practices.  Of note, given the high tuberculosis (TB)/HIV co-infection rate (32%) in the 
country, Figure 2.1.2 may underestimate deaths due to TB because when an HIV-positive person 
dies from TB disease, the underlying cause of death is classified as HIV in the International 
Classification of Diseases system (ICD-10). ICD-11 coding training has been completed at the sub-
national level and physicians have largely caught up with the backlog of uncertified deaths in the 
e-death data system, which upon completion would precipitate a comprehensive mortality 
analysis 
 
HIV Prevalence and Incidence 

Namibia has a generalized HIV epidemic, with 8.45% of the general population living with HIV 
(2022 Spectrum Model).  HIV/AIDS will be responsible for an estimated 3,165 deaths in 2022 (see 
Table 2.1.1), and the disease remains the leading cause of death among adults and children under 
five years of age (Republic of Namibia Report on Mortality and Causes of Death, 2016-2017 Edition 
1).  Among adults (>25 years of age), women bear a disproportionate burden of the HIV epidemic, 
with a prevalence of 19.16% compared to 13.46% for men (see Table 2.1.1).  Although data are only 
now becoming available on sex-specific positivity rates among children, the infection rates are 
identical for females and males at an estimated 0.77%.  Female children under 15 years of age 
account for 3.2% of new infections per year, similar to male children 3.3%.  According to the 2022 
Spectrum Model, the highest proportion of estimated new infections is among women older than 
25 years, accounting for 33.1% of new infections, followed by women 15-24 years at 28.8% of new 
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infections and then men older than 25 years old at 23.8% of the new infections per year (2022 
Spectrum Model). 
 
Figure 2.1.3 Trending Towards Epidemic Control   

 

Treatment Coverage 

The results from the 2017 Namibia Population-Based HIV Impact Assessment (NAMPHIA) survey 
indicate that most people who test positive for HIV start treatment and generally remain on 
treatment.  Ninety seven percent of people aware of their HIV-positive status were on 
antiretroviral  therapy (ART).  Of those, NAMPHIA laboratory data confirms that 91% of people 
who report being on ART are virally suppressed.  Since the introduction of ART in 2003, the 
number of PLHIV on ART has increased annually, from 75,681 in 2010 to approximately 195,677 in 
2022 (see Table 2.1.2).  Data disaggregated by age and sex illustrate that the proportional 
treatment gap is highest among young men 15-24 and older men 25+ years.  Namibia has made 
incredible strides in its HIV/AIDS response, with a treatment coverage of 97% among PLHIV 
knowing their status by December 2021 (including private sector on treatment).  However, 
treatment coverage variations exist by district.  While almost all districts now have estimated ART 
coverage exceeding 80%, there are a few districts such as Windhoek and Rosh Pinah which lag 
significantly behind others.  
 
Prevention of Mother-to-Child Transmission (PMTCT) 

During the height of COVID -19, there was a 17% increase in the number of pregnant women 
attending antenatal care (ANC) sites. As of FY21 Q3, this number began to decrease, and as of 
FY22 Q1, the numbers are returning to pre-COVID numbers.  In FY22 Q1, data shows there is high 
uptake of maternal testing at ANC1 at 98%.  For pregnant women newly tested at ANC1, the 
testing yield is 2%; for women who were negative at ANC1 and retested in the maternal period, 
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the testing yield is 4% yield.  ART coverage among pregnant women continues to be high at 97%, 
with a documented viral load coverage at 55% (note this low number may be a documentation 
issue and is being interrogated).  EID coverage for 2-months is 75% and 12-month coverage is 
94%. And in Q1, 31 infants tested positive (Figure 2.1.4).  Infant HIV case identification through 
EID is a Namibian policy, but execution remains a challenge.  $ÏÃÕÍÅÎÔÁÔÉÏÎ ÏÆ ÁÎ ÉÎÆÁÎÔȭÓ ÆÉÎÁÌ 
HIV outcome is poor. In FY21, PEPFAR Namibia supported 284 sites, addressing >90% of national 
PMTCT and EID needs. 
 
Maternal retesting continues to lag behind the recommended schedule. According to the national 
guidelines, a woman who is pregnant or breastfeeding should be re-tested every three months 
until the cessation of breastfeeding.  Currently, only 3% of pregnant and breastfeeding women 
(PBFW) were documented as retested, defined by at least one test since they tested negative at 
ANC1.  This is likely to be due to poor documentation, or slow uptake of this guideline and the 
challenges PBFW experience that may create barriers to getting easily tested.  MOHSS PMTCT 
program data gives a higher number for retesting at 30%; the national program is currently 
undergoing data verification to assess the accuracy of the data.  In order to adequately capture 
seroconversion rates and prevent mother-to-child transmission, there is need to scale both 
retesting and documentation.  The low rate of retesting is of major concern, as these mothers are 
at substantially higher risk of transmitting HIV to their infants.  Increased efforts are needed to 
diagnose pregnant women earlier so they can start ART with enough time to reach viral 
suppression before delivery. 

 
To address the current program gaps, the implement ation of facility -level QI activities at 35 high 
volume PMTCT sites began in February 2022.  The aim of this QI collaborative is to increase 
maternal retesting, viral load testing, early infant testing, and final-outcome testing and 
documentation.  In COP22, PEPFAR Namibia will expand these QI activities to more sites and 
include PrEP initiations among HIV-negative PBFW.  Also, the community partner is increasing 
the scope of their mother-baby follow-up program to help trace leaks in the PMTCT cascade. 
Namibia will scale the MBFU program to all 14 regions.  In addition,  the facility partner is 
monitoring all PBFW with a high VL or i nterruption in treatment (IIT) and formalizing a 
collaboration with the community partner to prioritize community tracing of these women and 
re-engage them in care promptly.  Facility tracking and community tracing of PBFW ensuring 
linkage to ART, adherence to ART, & VL testing will be scaled.  One of the major COP22 goals is 
to improve data availability and use to understand and address current program gaps and 
eliminate mother -to-child transmission in Namibia.  A program solution that will address this is 
to scale P-Tracker to every site and have it used by the facility to monitor their own PMTCT 
program.  Addressing gaps at the local level will have the greatest impact. 
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Fig 2.1.4. PMTCT Results FY22, Q1, PEPFAR MER Reporting & MOHSS reporting  

 

TB/HIV  

Namibia has one of the highest incidences of TB per capita and is ranked by the World Health 
Organization (WHO) among the top 30 high TB and TB/HIV burden countries in the world.  The 
2018 TB Disease Prevalence Survey (DPS) confirmed the high incidence of TB, reporting the rate 
of bacteriologically confirmed TB as 465/100,000 (95% CI: 340-590).  In 2020, the country 
recorded 6,537 TB cases (57% adult male, 33% adult females, and 10% children with  a case 
notification rate (CNR) of 263/100,000.  Most of the cases were aged 25-44 years.  The high case 
load is attributed mainly to the HIV epidemic as reflected by an HIV prevalence rate of 31% 
among TB patients in 2020.  In FY21, the rate of TB patients with known HIV status was 99% with 
97% ART initiation among those who tested HIV-positive.  The WHO estimates of disease burden 
for 2020, indicates a TB treatment coverage of 56% in Namibia. 
 
Drug-resistant TB (DR-TB) is one of the greatest threats to ending TB in Namibia.  The last anti-
TB drug resistance survey (DRS) in 2015/6 showed MDR-TB prevalence of 3.9% and 8.7% among 
new and previously treated patients, respectively.  In 2020, a total of 218 patients with DR-TB were 
notified.  Of these, 214 cases were notified as having confirmed drug-resistant and an additional 
four (4) patients were started on second line anti-TB treatment on clinical diagnosis. In 2020, 99% 
of DR-TB had known HIV status. Out of those patients, 38% were HIV-positive, and 99% of HIV-
positive DR-TB patients were on ART. 
 
HIV Testing Services (HTS) 

Namibia has made significant progress in scaling up targeted case finding strategies to all parts of 
the country and population groups.  According to data from NAMPHIA  (2019), 86% of adults 
between the age of 15 and 64 years who are living with HIV know their status  (79.6% of men and 
89.5% of women).  This shows an improvement from the 75.6% (62.6% of men and 79.6% of 
women) reported from the 2013 Namibia Demographic and Health Survey (NDHS).  As seen in 
Figure 2.1.5, the 2022 3ÐÅÃÔÒÕÍ ÅÓÔÉÍÁÔÅÓ ÓÕÇÇÅÓÔ ÔÈÁÔ .ÁÍÉÂÉÁȭÓ percentage of PLHIV who know 
their HIV status is even further along at 94% with steady annual increases over time.  Figure 2.1.5 
below shows the percentage of PLHIV aware of their status as a trend from 2010 to 2021.  
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Fig 2.1.5. Percentage known status annual trends:  2021 Spectrum estimates  
 

 
 
According to the 2022 Spectrum estimates, prominent case finding gaps are among males aged 
20-2 years (highlighted with red circle)  as well as gaps among younger ages.  Female coverage 
stands at 94% whilst males are lagging standing at 85%, as illustrated below in Figure 2.1.6. 
 
Fig 2.1.6. Percentage of PLHIV aware of status by age and sex.  
 

 
 
Windhoek and Rosh Pinah Districts have the lowest ART coverage.  This could be due to a huge 
number of PLHIV receiving their ART in the private sector in these urban and mining districts.  
Private sector data are not accounted for in this analysis as private sector ART data is not 
disaggregated by district.  This underrepresents the true ART coverage in these districts. Although 
it is very likely that the private sector accounts for much of this gap, PEPFAR Namibia continues 
to target efforts in these districts as well as other districts where gaps exist.  
 
Voluntary Medical Male Circumcision (VMMC) 

Data validation and modeled national coverage for VMMC among priority age groups of 15-29 
years old is 63% (Data validation Decision Makers Program Planning Tool, DMPPT-2020/2021), 
which is less than the recommended 80% target to achieve a population level impact in epidemic 
control ( Figure 2.1.7). 
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Fig 2.1.7 Progress towards 80% VMMC coverage  

      

The MOHSS scaled up the VMMC communication and demand creation activities tailored to the 
priority age band.  PEPFAR Namibia collaborated with MOHSS as part of these demand creation 
activities, working with community mobilizers and government structures to promote the 
benefits of VMMC and increase uptake among young people aged 15-29 years. The program 
conducted tailored print and social media demand creation activities during the high VMMC 
season from May to September.  Due to expansion of service access and demand generation 
efforts, the PEPFAR VMMC program supported MOHSS to achieve saturation (80%) in three 
regions with  an additional six regions near to saturation.  At the end of FY21, the PEPFAR Namibia 
program reported 17,786 (78% of 22,695) achievement, 100% of circumcisions conducted above 15 
years of age target population and 82% of these among 15-29 years (Annual Progress Report [APR] 
άΪάΫɊȢ  0%0&!2 .ÁÍÉÂÉÁȭÓ #/0άΫ ÔÁÒÇÅÔ ÉÓ άέȟΪΪΪ.  To achieve this, the program aims to help 
saturate an additional six regions in COP21 and COP22.  PEPFAR Namibia expects to increase the 
national coverage from 63% to 75% by the end of COP22. 

 

Orphans and Vulnerable Children (OVC) 

The HIV epidemic in Namibia has generated a large population of orphans and vulnerable 
children.  Approximat ely 250,000 children in Namibia are considered vulnerable (NAC 2018-
2022).  According to the UNAIDS Spectrum 2021 estimates, Namibia has roughly 16,990 children 
under the age of 20 living with HIV.  Spectrum 2022 estimates the number of orphans to be 
56,422.  Among 15ɀ19-year-olds, 56.6% girls and 74.2% boys had never been tested for HIV 
(NDHS, 2013).  With increased ART coverage, children are living longer and, now require 
sufficient HIV care and support services, including sexual violence prevention.  In Q1 FY22, there 
were 12,134 children 0-20 years on ART, of which 63% (7,675) were enrolled in the comprehensive 
OVC program.  This leaves an OVC coverage gap of 4,459 HIV-positive children on ART that will 
be targeted for enrollment in the OVC program in COP21 and COP22.  Approximately 40,790 
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(77% of the FY22 target) were provided with the comprehensive package of OVC services (Figure 
2.1.11). 
 
Fig.2.1.8. Number of OVC performance: FY2 2 Q1 OVC SERVE 
 

 
 
In Namibia, children and women are disproportionately disadvantaged by poverty, with up to 
56% of children either living in poverty or at risk of becoming poor.  Simultaneously, in 2016, 
204,162 children were on social grants for vulnerable children and 58% of those eligible were not 
receiving grants, according to the National Statistical Agency of Namibia.  More than half of 
.ÁÍÉÂÉÁȭÓ ÃÈÉÌÄÒÅÎ ÄÏ ÎÏÔ ÃÏÍÐÌÅÔÅ ÐÒÉÍÁÒÙ ÓÃÈÏÏÌȢ  #ÈÉÌÄ ÇÒÁÎÔÓ ÁÎÄ ÕÎÉÖÅÒÓÁÌ ÐÅÎÓÉÏÎÓ ÁÒÅ 
important social protection mechanisms in Namibia.  Household economic strengthening 
activities implemented through USG-funded partners are complementary, leveraging government 
resources with support for money management, additional savings, nutritional information, and 
food security initiatives.  
 

Gender Inequalities 

In Namibia, gender norms and gender-specific roles are deeply entrenched.  Due to cultural and 
economic gender inequalities, women and girls are the most affected by the HIV epidemic, with 
some unable to protect themselves from acquiring HIV.  Cultural norms that inhib it health -
seeking behaviors in men and boys as well as members of the LGBTQI community also contribute 
to HIV risk.  Both girls and boys face high rates of physical and sexual violence.  However, girls 
experience higher rates of sexual violence than boys while boys experience higher rates of physical 
violence.  !ÃÃÏÒÄÉÎÇ ÔÏ .ÁÍÉÂÉÁȭÓ 6ÉÏÌÅÎÃÅ !ÇÁÉÎÓÔ #ÈÉÌÄÒÅÎ ɉ6!#Ɋ 3ÔÕÄÙ ÐÕÂÌÉÓÈÅÄ ÉÎ άΪάΫȟ έέГ 
of girls and 41% of boys experience physical violence by the age of 18.  Further, 12% of girls and 7% 
of boys experience sexual violence by the age of 18 and, 7% of 13- 24-year-old girls and women 
experience physically forced or coerced sexual intercourse at their first experience of sexual 
intercourse.  
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While the GRN has approved various progressive laws and policies to address inequalities 
between men and women, limited allocation of financial and human resources makes full 
implementation difficult .  Data is lacking on rates of gender-based violence (GBV) against key 
populations, including men who have sex with men and transgender women, but GBV is known 
to impact access to health services both from perceived and actual experiences.  A recent study at 
the global level has shown that criminalization of same-sex behavior is associated with 11 percent 
lower knowledge of HIV status and eight percent lower viral load suppression, and 
criminalization  of sex work is associated with 10 percent lower knowledge of HIV status and six 
percent lower viral suppression.  This shows the impact of laws and policies that are rooted in 
gender norms.   
 
Key Populations 

Key populations (KP) in Namibia, especially men who have sex with men (MSM), female sex 
workers (FSW), and transgender women (TGW) are at high risk of HIV. In COP22, PEPFAR 
Namibia has added men who purchase sex (MWPS) as a priority population to link to FSWs. 
Based on the Namibia Integrated Biological and Behavioral Survey (NAM-IBBS) conducted in 
2019, HIV prevalence was high among FSW: 21.3% in Windhoek, 20.3% in Walvis Bay and 44.2% 
in Katima Mulilo. Viral load suppression among FSW was 52.0% in Windhoek, 30.1% in Walvis 
Bay and 75.8% in Katima Mulilo.  HIV prevalence among MSM was relatively consistent with that 
of adult men in the general populations of their respective regions as estimated in NAMPHIA: 
8.4% among MSM vs.7.2% among adult men in Khomas (Windhoek) and 9.7% vs. 7.5% in Erongo 
(Walvis Bay/Swakopmund).  Coverage of ART among KPs who had known HIV status was 
comparable to estimates from NAMPHIA but viral load suppression rates were low: 76.1% in 
Windhoek and 55.8% in Walvis Bay.  Approximately 60% of MSM testing positive for syphilis 
were also HIV-positive. &ÉÇÕÒÅ άȢΫȢΫά ÄÅÓÃÒÉÂÅÓ 0%0&!2 .ÁÍÉÂÉÁȭÓ +0 ÐÒÏÇÒÁÍ ÁÎÄ ÉÔÓ 
achievements.  
 
Fig 2.1.9 Program Overview and FY21 Q1 Achievement  
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The NAM-IBBS findings help to provide a baseline, but they do differ from programmatic results. 
PEPFAR-supported programs showed a 99% linkage to treatment in FY21 and 100% in FY22 Q1, an 
increase from 96% in FY20 among diagnosed KPs.  Programs also achieved 97% viral load 
suppression rate for both the FY21 and FY22 Q1, up from 94% in FY20 (see Figure 2.1.12).  In FY23, 
PEPFAR Namibia will continue to use the findings from the NAM-IBBS, the Small Area 
Estimation, Preliminary HIV Risk Hotspot Mapping and Key Population Size Estimate in nine 
PGUs in Namibia (Dec 2021), and PrEP Study Report, as well as findings from the community -led 
monitoring (CLM) and to inform program design and improve program implementation in 
COP22. 
 
Pre-Exposure Prophylaxis (PrEP) 

Namibia included PrEP in its National Strategic Framework for HIV and AIDS (2017/2018 to 
2021/2022) as a prevention strategy for population groups at substantial risk of acquiring HIV 
infection.  In 2021, the MOHSS has included the dapivirine vaginal ring (DVR) and long-acting 
cabotegravir injection (CAB-LA) in the national HIV clinical guideline as an alternative to oral 
PrEP to support the implementation of both products when they become available.  In FY21, 
18,340 clients were newly initiated on oral PrEP, which represents an 86% progress towards 
annual target, compared to 75% achievement in FY20.  The increase is attributed to innovative 
and targeted demand creation through peer-to-peer engagement and virtual platforms as well as 
active screening and peer referrals.   
 
In COP22, PEPFAR Namibia will continue to provide technical assistance to the MOHSS in 
adopting the WHO PrEP guidelines, demand creation with targeted messaging for priority 
populations, PrEP scale-up and integration in routine maternal care , and introduction o f new 
PrEP biomedical products.  The program continues to use data to inform priority prevention 
interventions targeting people at substantial risk of acquiring HIV, such as adolescent women and 
young people age 15-24, key populations including MSM, TG, and FSWs, pregnant and 
breastfeeding women, high-risk negative sexual contacts of index clients, and anyone testing HIV-
negative at substantial risk for HIV transmission. 
 
Programmatic and Systemic Gaps 

The data from NAMPHIA show that Namibia is close to reaching epidemic control, but there are 
several systemic and programmatic challenges that create significant barriers to achieving 
sustainable epidemic control.  The Sustainability Index and Dashboard (2021) highlighted civil 
society engagement as a primary and critical vulnerability, as civil society play a pivotal role in 
community -based service delivery models and in facilitating access health services for KPs. 
Addressing this vulnerability will require the development of a social contracting policy to ensure 
that the government continues to leverage the considerable technical capacity in these areas in 
civil society.  Policy and operational interventions are also required to bolster other vulnerable 
elements such as data for decision-making, ranging from HRH data to program quality data.   
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Table 2.1.1 Host Country Government Results  
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Table 2.1.2: 95-95-95 cascade: HIV diagnosis, treatment and viral suppression  

 

  

Total Population 

Size Estimate*
HIV Prevalence

Estimated Total 

PLHIV*
On ART*

Tested for 

HIV***

Diagnosed 

HIV 

Positive***

Initiated 

on ART***

(#) (%) (#)
PLHIV diagnosed* 

(#)
(#) (#) (#) (#)

Total 

population
2,554,627 8.5% 215,888 201,765 195,677 97.0% 92.4% 344,458 12,744 10,079

Population 

<15 years
941,704 0.8% 7,217 6,590 6,184 93.8% 83.5% 9,233 241 336

Men 15-24 

years
240,274 3.7% 8,807 7,767 7,159 92.2% 78.0% 17,993 286 281

Men 25+ 

years
530,619 12.3% 65,291 60,497 55,781 92.2% 92.3% 72,405 3,983 3,189

Women 15-

24 years
243,428 7.2% 17,550 15,923 15,923 100.0% 86.3% 90,268 2,415 1,782

Women 

25+ years
598,601 19.5% 117,023 110,988 110,629 99.7% 94.6% 154,559 5,819 4,491

PWID N/A

Priority 

Pop 

(specify)

N/A

* UNAIDS 2022 Naomi District Estimates, February 2022 version for Dec 2021

**IBBS, 2019

*** MOHSS Program Data incl NIP

FSW

2,440** (Windhoek) 

970** (Walvis 

Bay/Swakopmund) 

890** (Katima Mulilo)

20.9%** (Windhoek) 

21.2%** (Walvis 

Bay/Swakopmund) 

43.6%** (Katima Mulilo)

510**(Windhoek) 

206** (Walvis 

Bay/Swakopmund) 

388** (Katima Mulilo)

251** (Windhoek) 

106** (Walvis 

Bay/Swakopmund) 

100** (Katima Mulilo) 

97** (Windhoek) 

27** (Walvis 

Bay/Swakopmund)

2495 198 191

183** (Windhoek) 

95** (Walvis 

Bay/Swakopmund) 

97** (Katima Mulilo)

81.9% (Windhoek) 

84.0% (Walvis 

Bay/Swakopmund)

76.1% (Windhoek) 

55.8% (Walvis 

Bay/Swakopmund)

8502 614

72.9%** (Windhoek) 

89.8% (Walvis 

Bay/Swakopmund) 

96.7% (Katima Mulilo) 

52.4% (Windhoek) 

31.2% (Walvis 

Bay/Swakopmund) 

75.5% (Katima Mulilo)

603

MSM

2,210** (Windhoek) 

670** (Walvis 

Bay/Swakopmund)

8.4%** (Windhoek) 

9.7%** (Walvis 

Bay/Swakopmund)

186** (Windhoek) 

65** (Walvis 

Bay/Swakopmund)

119** (Windhoek) 32** 

(Walvis 

Bay/Swakopmund)  

Table 2.1.2 95-95-95 cascade: HIV diagnosis, treatment and viral suppression

Epidemiologic Data HIV Treatment and Viral Suppression
HIV Testing and Linkage to ART 

Within the Last Year

ART Coverage (%), of 

those aware of their 

HIV+ status

Viral Suppression 

(%)***
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2.2 New Activities and Areas of Focus for COP22, Including Focus on Client 

ART Continuity  
The Namibia COP22 strategic approach is to sustain the impact of years of PEPFAR investment 
and partnership with the Namibian people in the response to HIV/AIDS by employing targeted 
and innovative approaches.  The goal of these is to prevent new infections, reduce the mortality 
rates due to AIDS, and strengthen the systems that underpin a robust public health system that 
can endure the impact of unexpected external shocks, while providing person-centered health 
services.  

.Å× ÉÎ #/0άά ×ÉÌÌ ÂÅ 0%0&!2ȭÓ ÅÎÈÁÎÃÅÄ ÓÕÐÐÏÒÔ ÔÏ ÔÈÅ ÉÍÐÌÅÍÅÎÔÁÔÉÏÎ ÏÆ ÔÈÅ -/(33 1ÕÁÌÉÔÙ 
Management (QM) Strategy launched in March 2022.  The QM collaborative approach will 
continue with expanded new Continuous Quality Improvement ( CQI) initiatives in all program 
areas across the HIV cascade.  For case finding , PEPFAR Namibia will focus on index testing, 
recency, and linkage to care.  The aim is to continue to improve retention to care, VL suppression 
for patients 0-24 years with intensive focus on disclosure, pediatric- and adolescent-friendly 
services, and improvement in specimen collection and transportation.   For maternal and child 
health, PEPFAR Namibia will continue to improve maternal retesting, VLS, and EID, as well as 
improve the number of infants who know their HIV status at 18-24 months or after cessation of 
breastfeeding (infant final outcome  ɀ PMTCT_FO).  

The goal for client ART continuity  is to achieve durable VL suppression in over 95% of all sub-
populations.  Interventions that are designed to both prevent loss of patients and be responsive to 
the needs of patients in the cycle of interruption and return to ART will be implement ed.  
Continuity in care or return to care interventions will include equitable DSD models for all 
subpopulations, 6MMD, and responsive tracing and post-tracing services.  Innovative 
technologies, such as the PeleBox lockers and SMS reminders, will be maintained to support 
uninterrupted and on -time pill pickups.  

In COP22, PEPFAR Namibia aims to increase TB case finding and decrease TB morbidity and 
mortality.  This will include continued CQI activities, including a death audit, and continued 
strengthening of the TB/ HIV reporting system utilizing the DHIS2 tracker. The main emphasis for 
the period will be on intensified TB case finding.  

With regards to services for children, adolescents, and young people, our goal is to improve data 
availability and use to understand and address current program gaps and achieve greater than 
90%VL suppression among this population .  Strategies such as scaling MMD, further expansion of 
adolescent peer support models, and comprehensive case management will  be used to improve 
adherence and retention.  PEPFAR Namibia will expand access to child-friendly services at the 
facility, provide quality and equitable pediatric care across sites, and support social service 
provision throug h the OVC program inclusive of mental health support.  

For the PMTCT program, the goal is to improve data availability and use, to understand and 
address current program gaps and eliminate mother-to-child transmission in Namibia.  This is to 
timely identif y new infections and linkage to services among infants, adherence to treatment and 
VL suppression, ensuring all HEIs access timely scheduled EID services and treatment, and 
wraparound services for holistic support. 

For cervical cancer in COP22, the program plans to scale up CXCA services by introducing a new 
CQI collaborative to improve implementation of CXCA screening by HCWs; treatment as well as 
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to improve diagnostic and treatment competence.  The national electronic system will be 
reviewed to incorporate a CXCA cohort tracking to improve re-screening and post-treatment 
follow-up rates.  A phase-based HPV DNA testing & triage to offer alternative CXCA screening 
methods will be introduced  and training of HCW and clients on HPV self-sample will be 
conducted.  

Laboratory priorities in COP22 will maintain those laid out in the previous two  COPs.  PEPFAR 
Namibia will continue to focus on diagnostic network optimization to improve access to pediatric 
VL, EID, and TB diagnostics, specimen transport and results return, CQI, data systems 
strengthening, and special projects for epidemic control.  New to COP22 is the addition of HPV 
testing to select district-level GeneXpert sites, addition of TB molecular testing to the Abbott 
m2000 to diversify platforms and assays available for TB testing, and expansion of SMS results 
return to include direct texts to clinical mentor s to alert them to positive EID patients, positive TB 
patients and high viral loads detected in priority populations to highlight the need for action at 
the clinical level for these results.  

In COP22, the OVC program will support enhanced psychosocial support for families and OVC by 
government social workers.  The DREAMS program will fully transition to local partner 
implementation  through new procurements.  Given planned saturation in two DREAMS districts 
in COP21, a maintenance package will be rolled out  in those districts while expanding in two new 
districts in Kavango West in the second half of the year under the new local partner mechanisms.  

0%0&!2 .ÁÍÉÂÉÁȭÓ vision for supply chain and commodities for COP22 is focused both on the 
present, by providing program critical support to the MOHSS and CMS and the future, catalyzing 
progress toward the ideal health supply chain for the country.  PEPFAR Namibia will continue to 
work closely with the MOHSS and other stakeholders to enhance and institutionalize data use to 
mitigate risk, address wastage and other inefficiencies, and establish systems for increased 
transparency and accountability.  Finally, accelerated efforts will be targeted toward a more 
modernized health supply chain for Namibia, through a network optimization analysis to define 
the ideal supply chain and collaboration with the MOHSS and the Ministry of Finance. 

2.3 Investment  Profile  

Although the direct health impact of COVID -19 has been severe, the economic impact on the 
health sector may ultimately prove to be even more consequential.  As shown in figure 2.3.1 the 
global median change in GDP was 0.9% from 2019 to 2020, followed by 3.9% from 2020 to 2021. 
While it rebounded to 11.4% from 2021 to 2022, overall growth remains below pre-pandemic 
projections. PEPFAR countries fared better, with a 3.0% increase from 2019 to 2020, followed by a 
contraction of 1.9% and then an expansion of 11.7% from 2021 to 2022.  While almost all PEPFAR 
countries are estimated to see steady GDP growth in 2022 and beyond, their growth remains 
below pre-pandemic projections, in contrast to the global economy which is estimated to have 
almost fully recovered. 
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Figure 2.3.1 Real GDP Change (Percent change from previous year), country groupings and PEPFAR 

countries 

 

Source: Oum S, Kates J, and Wexler A: ñEconomic Impact of COVID-19 on PEPFAR Countries.ò Kaiser Family Foundation Brief 

(Feb. 2022). https://www.kff.org/report-section/economic-impact-of-covid-19-on-pepfar-countries-issue-brief/ 

Namibia has been in a recession since 2016, with GDP contracting annually by 0.5% from 2017 to 
2019.  &ÒÏÍ άΪΫγ ÔÏ άΪάΪȟ ÉÔ ÃÏÎÔÒÁÃÔÅÄ ÂÙ βȢΫГȟ ÔÈÅ ×ÏÒÓÔ ÉÎ ÔÈÅ ÃÏÕÎÔÒÙȭÓ ÈÉÓÔÏÒÙȟ ÁÎÄ ÔÈÅÎ ÂÙ 
14.7% from 2020 to 2021.  Like other PEPFAR countries, it also rebounded to 14.0% in 2021, but did 
not emerge entirely unscathed and faces an uphill battle to return to positive overall growth. 

4Ï ÆÉÎÁÎÃÅ ÔÈÅ #/6)$ ÒÅÓÐÏÎÓÅ ÁÎÄ ÓÕÐÐÏÒÔ .ÁÍÉÂÉÁȭÓ ÅÃÏÎÏÍÉÃ ÒÅÃÏÖÅÒÙȟ ÔÈÅ '2. ÏÂÔÁÉÎÅÄ 
loans from international lenders, including for the first time from the International Monetary 
Fund.  Namibia is classified as an upper-middle -income country which prevents access to softer 
borrowing rates that lower income countries can obtain.  As shown in figure 2.3.2, the debt-to-
GDP ratio in Namibia has climbed steadily from 48.4% in 2018/19 to 67.3% in the FY that ended in 
March 2022 (i.e., 2021/22). It is projected to continue to increase over the next few years. 

Figure 2.3.2 Namibia Debt -to -GDP Ratio, 2018-2025. 

 

Source: Republic of Namibia, Estimates of Revenue, Income & Expenditure, 2022/23 ï 2024/25. Accessed at: 

https://mof.gov.na/budget 
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